Eight patients with cystic fibrosis had chronic abdominal pain and the other features of distal intestinal obstruction syndrome. Coexistent abdominal pathology was shown in six patients. Two had a small bowel volvulus, and the others had Crohn's disease, a smali bowel fistula, appendix abscess, and an ovarian dermoid. Opiate abuse exacerbated symptoms in two other patients.
Cystic fibrosis is a multiorgan disorder, and many gut related problems have been described.1 Abdominal pain is a common symptom and when associated with a right lower quadrant mass and characteristic features on plain abdominal radiography2 it constitutes the distal intestinal obstruction syndrome. The cause of this essentially chronic condition is unknown, but the symptoms and signs are due to partial or complete obstruction of the intestinal lumen in the ileocaecal region by inspissated material. It affects approximately 15% of patients, and is only temporarily relieved by gastrointestinal lavage. Other abdominal conditions have been described in patients with cystic fibrosis,3 and could be confused with the distal intestinal obstruction syndrome. We reviewed the case histories of patients who had been initially diagnosed as having distal intestinal obstruction syndrome, and describe cases where alternative pathology was found. Of the eight patients described, symptoms have resolved in four. The removal of a diseased appendix would not be expected to influence the symptoms and signs of distal intestinal obstruction syndrome, and it seems unlikely that the removal of an ovarian dermoid contributed to the improvement experienced by case 6. Baxter et al noted four previous cases of Crohn's disease occurring in patients with cystic fibrosis including their own3; complications after surgically treated meconium ileus have been previously described.
It is not surprising that symptoms of distal intestinal obstruction syndrome persist in cases 4 and 5 because of the constipating effect of opiates, which have been noted to worsen distal intestinal obstruction syndrome.6 Both patients remain severely symptomatic despite therapeutic manoeuvres with H2 receptor blockers, promotility agents, and pancreatic enzyme manipulations.
We report these cases in order to stress the importance of keeping an open mind as to the possibility of secondary pathology when children with cystic fibrosis present with abdominal pain. Close cooperation between the physician and radiologist is essential. All children with apparent distal intestinal obstruction syndrome should have a complete abdominal ultrasound examination to confirm that the gall bladder, renal tract, and pelvic organs are normal and to exclude an abscess. The choice of medium for contrast studies must be discussed and measures taken to prevent the complication of barium impaction if it is used. These children were mostly investigated with dilute barium.
Almost half of our patients with clinical distal intestinal obstruction syndrome and secondary pathology presented with meconium ileus and acquired complications related to abdominal surgery. We are now more cautious in diagnosing distal intestinal obstruction syndrome in patients with cystic fibrosis and are keen to discount exacerbating factors and underlying conditions, particularly in patients who have had previous surgery. There is a great need to discover the reasons why distal intestinal obstruction syndrome occurs, and a more effective way of treating it.
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